Discrimination against persons living with HIV/AIDS in hospital settings has been documented. This study examined the attitude of health care workers (HCWs) to nurses, doctors and patients infected with HIV. A total of 345 respondents selected by multistage sampling techniques were surveyed, using a semi-structured questionnaire, which explored respondents' attitude to HIV-infected patients and colleagues with HIV/AIDS. HCWs were unwilling to accept that medical procedures be carried out on them by HIVinfected doctors and nurses, with almost 80% refusing surgery or assistance at surgery on them by an HIV-infected doctor or nurse.
Introduction
HIV/AIDS has many physical effects, but perhaps some of the most profound effects are in the psychological, social and economic health of the HIV-positive person, his or her loved ones and the community (Bachmann & Booysen, 2003; Hilhorst., van Liere, Ode & de Koning, 2006; Hosegood, Preston-White, Busza, Moitse & Timaeus, 2007) . Fear, stigma and discrimination have continued to accompany the HIV pandemic (UNAIDS, 2000) . Consequently, actions to reduce or protect against discrimination and stigma may be the most significant step that can be taken to improve the psychosocial wellbeing of people living with HIV/AIDS (PLWHA).
The health sector has been identified as one of the areas in which discrimination occurs (Mahendra, et al., 2007) . Studies have documented negative attitudes to PLWHA in health care settings in Nigeria and elsewhere (Adelekan et al., 1995; Fido & Al Kamezi, 2002; Hentgen, Jaureguiberry, Ramiliarisoa, Andrianantoandro & Belec, 2002; Quach, Mayer, McGarvey, Lurie & Do, 2005; Reis et al., 2005) . Physicians and nurses have been reported to be uncomfortable when administering medical procedures to HIV-infected patients (Oyeyemi, Oyeyemi & Bello, 2006; Oyeyemi, Oyeyemi & Bello, 2008) , while in one study (Fransman, McCulloch, Lavies & Hussey, 2000) more than half of respondents were found to be reluctant to perform invasive procedures on HIV-infected children. Stigma and discrimination in the health care setting could jeopardise HIV prevention efforts and HIV care, especially if infected health care workers (HCWs) are unsupported. Negative attitudes may also engender fear in HCWs, such that they are reluctant to be screened for HIV, and put themselves at risk by delaying initiation of treatment in themselves. The HIV-infected HCW may also be at risk of acquiring infections such as tuberculosis from patients. The possibility of discrimination from hospital authorities and stigma from colleagues and patients also exists.
Voluntary screening for HIV is one of the major means of preventing the spread of HIV. Several studies on HIV screening Several studies on HIV screening have explored attitudes of different groups of people to HIV screening (pregnant women, undergraduates, youths), with over 75% expressing positive attitudes towards being screened (Daniel & Oladapo, 2006; Ikechebelu, Udigwe, Ikechebelu & Imoh, 2006; Iliyasu, Kabir, Galadanci, Abubaker & Aliyu, 2005; Pool, Nyanzi & Whitworth, 2001) . Investigators have reported
HCWs supporting various approaches to HIV testing such as mandatory testing of all patients, testing of all surgical patients, and testing as part of routine medical investigations (Ganczak & Barss, 2007; Li et al., 2007; Obi, Waboso & Ozomba, 2005 HCWs were willing to perform on an HIV-infected patient.
The maximum score here was also 5. Attitudes were adjudged negative if the score was 3 or less and positive if 4 or 5.
Multivariate logistic regression was used to assess independent predictors of attitudes to colleagues infected with HIV. Original Article would accept the same procedures from an HIV-infected doctor or nurse. The difference in their willingness to carry out medical procedures on HIV-infected patients and accepting the same procedures to be performed on them by an HIV-infected colleague reached statistical significance for both invasive and non-invasive procedures (Table 2 ).
Results
There were statistically significant differences between professional groups in their willingness to accept all procedures, except taking vital signs from HIV-infected colleagues (Table  (Table   3 ). Doctors (85.7%) were more willing to accept that a physical examination be carried out on them by an infected doctor or nurse than trained nurses (63.3%) and auxiliary nurses (64.5%).
They were also more willing to accept injections and infusions from an infected HCW. They were similar to trained nurses in refusing surgery or assistance at surgery on them by an infected HCW. Auxiliary nurses were less likely to reject surgery or assistance at surgery on them by an infected HCW (Table 3 ).
The mean attitude score towards HIV-infected HCWs was 2.29±1.8, with a median score of 2.0, whereas the mean attitude score towards patients infected with HIV was 3.7±1. Journal of ��ocial �spects of HIV/�ID�� VOL. 6 NO. 1 ����H ���9 ����H ���9
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Of the HCWs surveyed, 74.2% (256) had been screened for HIV;
and of these 56.7% (144) reported being calm while awaiting the result of the screening. Apprehension and dread were reported in 31.5% (81) and 6.3% (16) 
Discussion
The occupational risk of becoming HIV infected from patients in a health care setting is low, estimated to be approximately 0.3%
with percutaneous exposure to HIV-infected blood, and 0.09% after a mucous membrane exposure (Baggaley, Sulwe, Kelly, & Godfrey-Faussett, 1996) . Although transmission of HIV from infected HCWs to patients has been documented, the risk is much lower than in the reverse situation (CDC, 2001 ).
MacMillan
Despite the fact that transmission is more likely from patient to HCW than the reverse, we observe more discriminatory attitudes toward infected HCWs compared with infected patients. It can be deduced that the studied HCWs believed that the risk of getting infected was higher if they had clinical contact with an HIV-infected HCW than if the contact was with an HIV-infected patient. The implication of such a myth is grave, as these may include that HIV-infected HCWs receive very little support from their colleagues, and may consequently delay HIV testing and initiation of treatment for themselves.
It is reasoned that HCWs probably feel they have better control over avoiding HIV transmission in situations where they administer procedures to HIV-infected patients than situations where they have to accept procedures administered to them by HIV-infected colleagues. These negative attitudes are similar to those of Chinese medical professionals and students, who were unwilling to sit or work with an HIV-infected person (Buskin, Li, Yin, Yu & McGough, 2002) . Negative attitudes towards HIV-infected colleagues were also noted in previous studies in Nigeria, in which 43.6% of the HCWs studied were uncomfortable being assisted by an infected colleague, and 51.1% were uncomfortable sharing a bathroom with an infected colleague (Aisien & Shobowale, 2005) . In another study (Reis et al., 2005) , 40% of HCWs believed that infected HCWs should not be allowed to work in any area of health care that requires patient contact.
The nurses in this study were more discriminatory than doctors and auxiliary nurses, based on univariate analysis, though this based on univariate analysis, though this is not borne out by multivariate analysis. This suggests that the discriminatory attitudes exhibited by the respondents are of multifactorial aetiology and not confined to any group of HCWs.
However, the tendency of nurses and auxiliary nurses to be more discriminatory, which has previously been reported (Adelekan et al., 1995) , may be due to their poorer knowledge of HIV transmission in comparison to physicians, as has been shown in previous studies (Adelekan et al., 1995; Ezedinachi et al., 2002) .
The importance of this finding is that in the current roll-out programmes a lot more HIV care is provided through nurses than doctors. Thus specific efforts to deal with negative attitudes towards HIV among HCWs should focus primarily on nurses.
The reluctance of the HCWs to carry out more invasive procedures or accept them indicates the fact that they know that the risk of transmission of infection is higher with more invasive procedures, where there is a higher likelihood of exposure to blood and blood products. These findings are similar to those in other Nigerian studies (Adelekan et al., 1995; Oyeyemi et al., 2006) .
The fear of contracting HIV and its associated difficulties, such as stigmatisation, discrimination and loss of jobs may be a major contributor to the negative attitudes towards PLWHA among HCWs. More than a third of those who had not been screened expressed various fears, for example job loss, discrimination, rejection etc., as to why they had not been screened. Also close to half of those who had not been screened were unwilling to be screened. Similar findings have been reported among Zambian HIV counsellors and Zimbabwean and Zimbabwean HCWs (Erridge, 1996; Tarwirevi 2003) . These negative attitudes (Erridge, 1996; Tarwirevi 2003) . These negative attitudes ; Tarwirevi 2003). These negative attitudes ). These negative attitudes are detrimental to the prevention of HIV transmission both within and outside the health care setting, as it may result in a pool of undiagnosed HIV-positive HCWs (Chesney & Smith, 1999) . Fewer HCWs would voluntarily come forward for HIV testing if it is perceived that a positive HIV status would attract stigmatisation from colleagues. The tendency of nondisclosure of possible positive HIV status to the authorities or colleagues would be high (Chesney & Smith, 1999; Herek et al., 1998) . It may be instructive to find out why HCWs were It may be instructive to find out why HCWs were more unwilling to be screened compared with other groups of persons (pregnant women, undergraduates) who have shown more positive attitudes towards screening (Daniel & Oladapo, 2006; Ikechebelu et al., 2006; Iliyasu et al., 2005; Pool et al., 2001) . Perhaps a higher perceived risk (occupational) may be responsible for such negative attitudes of HCWs.
Recommendations
Education on the risks of HIV transmission in the health care setting and means of reducing such risks (universal precaution, post-exposure prophylaxis) should be conducted. Educational
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programmes have been shown in previous studies to reduce fear and increase knowledge amongst nurses (Ezedinachi et al., 2002; Pisal et al., 2007) 
Limitation/strengths
This study was carried out in only one of the states in Nigeria -a larger study involving more states and more HCWs may better identify some of the associations observed in this study. The strengths of this study include the fact that the questionnaires were self-administered and respondents were not required to write their names, thus assuring anonymity.
Under the circumstances responses were likely to have indicated the respondents' true practices and attitudes. This study also included various cadres of HCWs from the major settings of health care practice (public and private) in Nigeria.
